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THE NEWSAM REPORT ON FAMILY DOCTORS’ SERVICES IN THE 
NATIONAL HEALTH SERVICE 
STATEMENT BY THE COUNCIL OF THE BRITISH MEDICAL ASSOCIATION 


in February, 1957, after the appointment of the Royal 
Commission on Doctors’ and Dentists’ Remuneration, 
the General Medical Services Committee convened an 
emergency conference of local medical committees 
and recommended to the conference that unless the 
Government agreed to an immediate and satisfactory 
settlement of the profession’s claim, or to arbitration, 
general practitioners throughout the country would be 
advised to send in their resignations from the Service. 

Before the special conference met on April 30, 1957, 
the General Medical Services Committee prepared a 
plan for the progressive withdrawal of general 
practitioners from the National Health Service, but in 
view of other developments this plan was not put into 
operation. At the April conference a number of 
motions, some recommending the formation of an 
alternative general medical service, others recom- 
mending improvements in the present service, were 
teferred to the General Medical Services Committee 
for investigation. A Special Representative Meeting of 
the B.M.A. held on June 12, 1957, instructed the Council 
to take similar action. 

In June, 1957, the G.M.S. Committee appointed an 
Alternative Service Subcommittee to consider and report 
on an alternative service in the event of withdrawal 
from the National Health Service. 

Later the Subcommittee’s terms .of reference were 
widened to include “all possible forms of alternative 
service whether temporary or permanent.” In view of 
the magnitude of the task, and the strongly divergent 
views held at that time, the General Medical Services 
Committee agreed to the recommendation of its 
Subcommittee that a full investigation be carried out 
independently by someone of recognized eminence and 
authority. 

In May, 1958, Sir Frank Newsam, lately Permanent 
Under-Secretary of State to the Home Office, was 
invited by the General Medical Services Committee to 
carry out the investigation with the following terms of 
reference : 


“ To investigate any deficiencies in, and frustrations 
arising from, the present scheme for providing family 
doctors’ services in the National Health Service, and 
to suggest practical modifications or alternative 
services.” 


Sir Frank Newsam’s Report was considered by the 
G.M.S. Committee in December, 1958. It decided to 
refer the Report to the Council with the recommenda- 
tion that it be published as the personal opinion of its 
author. 

The Report has been prepared by a highly placed 
retired civil servant with wide administrative experience. 

Some of the views expressed in the Report may be 
acceptable to the profession. Others are of a contro- 
versial nature on which divergent views will be held. 

Many of the proposals in it have for some time been 
the subject of action by the Association. The Council is 
not proposing to comment in detail on the Report at 
this stage, but it would be failing in its duty if it did 
not now make some observations on two of the 
fundamental points raised. 

The Association has no doubt of the advantage of 
dealing by negotiation with outstanding and important 
matters. In fact it can point with satisfaction to many 
past achievements by this method. The Council hopes 
that negotiations would in the future be the only 
method necessary to resolve differences between the 
medical profession and other bodies. 

The Council believes that the medical profession, 
faced with a serious challenge to its principles and 
traditions, might be compelled to contemplate with- 
drawal from the National Health Service. The Council 
must therefore dissociate itself from Sir Frank 
Newsam’s conclusion that “it is unrealistic of doctors 
to think of withdrawing from the National Health 
Service” in so far as it is intended to apply for all 
time and in all circumstances. 

The Council has decided to publish the Report below 
so that the profession may also have the opportunity of 
being informed of its contents. 
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FAMILY DOCTORS’ SERVICES IN THE 
NATIONAL HEALTH SERVICE 
REPORT BY SIR FRANK NEWSAM 


{ was appointed by the British Medical Association on 
April 23, 1958, to carry out an investigation with the 
following terms of reference: 

To investigate any deficiencies in, and frustrations arising 
from, the present scheme for providing family doctors’ services 
in the National Health Service, and to suggest practical 
modifications or alternative schemes. 


and I was asked to report within six months. 

I undertook this task with considerable diffidence because 
the field was entirely new to me and in the time at my 
disposal it was not possible to adopt the ordinary methods 
of inquiry—namely, to invite persons with knowledge and 
experience of the subject to submit evidence, whether oral 
or written. I have had, therefore, to rely on material already 
published and on discussions with officials of the British 
Medical Association, the Ministry of Health and the 
Department of Health for Scotland, and with several doctors 
of my acquaintance. I have also had the advantage of a 
long discussion with Mr. Hunn and Dr. Kennedy, of the 
Department of Health in New Zealand, in order to gain 
first-hand experience of the scheme in force for general 
practitioners in that country. But although I have had 
much help from all these sources, which TF gratefully 
acknowledge, I have not felt myself to be the advocate of 
any particular point of view. I am solely responsible for 
any opinions expressed in this report, though I have not 
hesitated to quote from the authoritative reports which 
have been published. My object has been to present as 
clear and dispassionate a picture as I can of the problem 
as I see it and to suggest any practicable modifications of 
the National Health Service which occurred to me. 

From the outset it became apparent to me that it would 
be beyond my capacity to suggest a scheme which is in 
any true sense alternative to the one embodied in Acts of 
Parliament and in regulations approved by Parliament. 
{ understand that a committee appointed by the British 
Medical Association has itself been considering for a 
considerable time the question of possible alternatives. My 
own view is that aa alternative scheme, or any substantial 
modifications of the existing scheme, could come about only 
as the result of an independent and authoritative public 
inquiry, and it may be that the time has come when, after 
ten years of experience of the National Health Service, a 
thoroughgoing review of the scheme should be made and 
a reappraisement of the relationship between the con- 
stituent elements—viz., the general medical services, the 
hospital services, and the local health authorities’ services. 

The limited problem set to me is a vast one. A glance 
at the Appendix to this report will show how many 
committees of experts have devoted years of study to this 
problem and how many men of outstanding ability have 
surveyed the scene and recorded their conclusions. “ The 
more one studies a vast subject, the more cautious in 
inference one becomes,” wrote Bryce. 

There is perhaps a positive danger in having too many 
reports: oft-quoted phrases are apt to become clichés. 
Thinking is at all times difficult, but when a problem has 
been much discussed by experts it is virtually impossible 
to approach it with an open mind. Reasoned. conclusions 
and consequential recommendations, often brilliantly 
expressed, clog the willing mind. Lord Moran has made 
a similar point in a recent article (British Medical Journal, 
Supplement, July 5, 1958, p. 3). “The fundamental 
problems,” he writes, “ that bemuse the Service will not be 
solved by a committee or by multiplication of committees. 
... It is as true now as when Pascal said it more than 
three hundred years ago that most of the evils of the world 
are due to man’s inability to sit alone in a room and think.” 

The general practitioner service cannot be considered out 
of its context—namely, the National Health Service, which 


in its turn is an integral part of the new democracy. It 
is necessary to consider briefly the steps leading up to the 
Act of 1948. 

In 1933 the British Medical Association published 
“Essentials of a National Health Scheme,” a sequel to 
proposals for a “ General Medical Service for the Nation” 
(1928). In June, 1938, the Ministry of Health took steps 
to set up an Emergency Medical Service, the purpose of 
which was to put the hospitals of the country on a war 
footing, and to prepare for air bombardment of London 
and of the larger industrial areas and military centres. 
Specialists were transferred from city centres to special 
treatment centres in the regions. The country was organized 
in twelve centres. During six years of war one thousand 
hospitals, well equipped and efficiently staffed, were welded 
into a homogeneous hospital service out of a heterogeneous 
collection of medical institutions of various grades and 
with various systems of administration. Certain essential 
features of a national health service were also developed— 
namely, the Emergency Public Health Laboratory Service, 
the Hospital Laboratory Service, and the Civilian Blood 
Transfusion Service. 

In August, 1940, the British Medical Association, in co- 
operation with the Royal Colleges, set up a “ Medical 
Planning Commission” to “study war-time developments 
and their effects on the country’s medical services both 
present and future.” The “Draft Interim Report” was 
produced on May 29, 1942. This report had a profound 
influence on the discussions of plans in the years to come. 
The following fundamental principles were laid down: the 
key position of the general practitioner, the need for co- 
operation in general practice, the importance of the free 
choice both of doctor and of patient, and the necessity for 
a hospital service organized on a regional basis. The 
majority view was against a whole-time salaried service 
and in favour of the medical service system of the National 
Health Insurance Scheme, but the Commission realized that 
the scheme ultimately involved “ the gradual disappearance 
of the custom of buying and selling practices.” 

The work of the Medical Planning Commission was 
available to Sir William Beveridge, and his Assumption B 
(November 20, 1942) was based on the draft interim report. 
The assumption now became that “ a comprehensive national 
health service will ensure that for every citizen there will 
be available whatever medical treatment he requires in what- 
ever form he requirés it, domiciliary or institutional, general 
or specialist or consultant... .” 

On February 16, 1943, the Lord President of the Council 
(Sir John Anderson) said in the House of Commons that the 
Government accepted the three assumptions in principle. 
including a comprehensive medical service—* a conception 
which did not necessarily spring from the social security 
scheme but was the consummation of a general process.” 

On March 16, 1944, the Coalition Government approved 
a Comprehensive National Health Service. In the same 
year Mr. H. V. Willink (Cons.) produced a White Paper, 
“A National Health Scheme,” which followed the Draft 
Interim Report in many respects, but proposed to put 
hospitals in the control of local health authorities. A 
principal feature of .the plan was “grouped practices in 
health centres, the doctors in which would be on a salaried 
basis.” In August, 1944, the results of a British Medical 
Association questionary were published. Doctors were 
divided on many points. The social security idea that 
everyone must be provided for in the Service (the 100% 
condition) was at first stoutly opposed by the British Medical 
Association, but was eventually accepted with misgivings in 
May, 1945. The Labour Party took office in July, 1945, 
and a second White Paper was published in March, 1946. 

On March 21, 1946, the National Health Service Bill was 
presented. It contained one revolutionary feature: all 
hospitals in the country were to be formally transferred to 
State ownership, to be administered by regional hospital 
boards. The Minister said that the general practitioner 
service would be free from the control of local authorities. 
that the sale and purchase of practices would be abolished, 
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and that health centres should be given a prominent place 
in the scheme. He was not in favour of a full salaried 
Service. 

The Bill became an Act on November 6, 1946, but it was 
not until May 28, 1948, that the British Medical Association 
Council recommended the profession to co-operate with the 
Government. The doctors’ misgivings and their fears of 
the Government's intentions clearly appear from the three 
plebiscites held in the years between. They felt grave 
concern for their professional freedom (they disliked the 
idea of a disciplinary tribunal) and for their liberty of 
movement; they dreaded a salaried service, which they 
thought would degrade their professional work by destroying 
the doctor-patient relationship. But the policy of a 
universal service meant that 90% of the community would 
almost certainly wish to have the benefits of the family 
doctor service, and for the great majority of general 
practitioners there was no real option as _ individuals. 
Whatever their misgivings they had to come in, for if they 
stayed out they would not retain more than 10% of their 
former private patients, while the value of the goodwill of 
their practices would quickly disappear. 

Two things became clear towards the end of the second 
world war : (1) that the cost of medical care had so greatly 
increased that hardly anyone would be able to bear it 
without some form of insurance. (2) That voluntary 
hospitals could no longer survive without a substantial 
subsidy from Government funds. The problem was not 
peculiar to Great Britain. In the U.S.A. the obvious 
solution was voluntary insurance, with no State subsidy. 
The growth of the voluntary insurance system in the U.S.A. 
since 1941 has been spectacular. In Australia and New 
Zealand the State's contribution to the medical care of the 
individual took the form of a grant-in-aid. In New Zealand 
the primary responsibility for medical care rests with the 
general practitioner, who is paid on an item-of-service basis. 
“The New Zealand plan is not a medical plan: it is an 
economic device to provide a prepaid medical service at 
the level of general practice” (Collings). 

In Great Britain after the war it was “natural” to 
continue what had been so successfully initiated and 
organized during the war—to nationalize the hospitals. As 
befitted a people who had been in the front line during a 
major war, sharing many vicissitudes of fortune, it was 
decided to provide a National Health Service, universal 
in its benefits, based on a small insurance premium paid 
by everyone and collected by the State, but in substance 
financed out of general taxation. “All three political 
parties were committed to providing a comprehensive 
Health Service for the country. It was_ politically 
inevitable ; it was unavoidable on account of finance. The 
hospitals, broadly speaking, were bankrupt. They could 
not have carried on without large Government grants” 
(Lord Moran, British Medical Journal, Supplement, July 5, 
1958, p. 3). 

Hospitals lend themselves to nationalization. They are 
comparatively few in number and they are large independent 
units with numerous functions, easily defined. But family 
doctors’ functions defy accurate definition and general 
practice does not lend itself to organization. 

Remarkable successes were achieved during the war by 
the Emergency Medical Service, and since the war ended 
the hospitals have moved in step with the rapid advances 
in medical science and specialists have been distributed 
throughout the country. General practice on the other 
hand has lagged behind, not responding to attempts to 
organize it. It has not even been possible to devise an 
entirely satisfactory method of remunerating family doctors 
out of public funds. 

As a starting-point for discussion the following are some 
typically divergent views: 


(a) “The National Health Service was approved by 
the Nation in 1943 by a great decision of faith and as 
a great measure of social justice and welfare. It was 
launched in 1948 as a great experiment. What is on 


trial in that experiment is not only the Service: Our 
democracy is also on trial” (Ross, 1952). 

(b) “(1) The whole scheme was introduced too 
suddenly. (2) Somehow, somewhere, liaison with 
Government failed. (3) The medical profession did not 
speak with one voice. (4) The general practitioner was 
denied hospital privileges.,°—-Dr. Morley Young (1958), 
ex-president of the Canadian Medical Association. 

(c) “ We do not have a first-class but only a second- 
class medical service. However, before 1948 it was only 
fourth-class. It has been improving ever since. By and 
by we shall have a Health Service that is truly first-class.” 
—An M.P., quoted by Paul F. Gemmill in “ An American 
Report on the Naiional Health Service ” (British Medical 
Journal, Supplement, July 5, 1958, p. 17). 

(d) “ Medicine exists for the individual—not for the 
masses—and for that reason you cannot nationalize 
Medicine” (Lord Horder). 


On one point everyone would seem to be agreed. The 
family doctors’ services are of crucial importance for the 
National Health Service. Osler (1906) said “the cultivated 
family doctor is the flower of our profession,” and in 
another context he wrote: “ The specialist may be trusted 
to look after himself, the conditions of his service demand 
that he be abreast of the times, but the family doctor—the 
private in our great army, the essential factor in our battle 
—should be carefully nurtured by the schools and carefully 
guarded by the public.” 

Consultants as a body are agreed that the success of the 
hospital service depends on family doctors being happy and 
contented, and free to do the “special” work they were 
trained to do. The Times (August 27, 1949) wrote: “ There 
can be no substitute for the able family doctor.” 

Since the National Health Service there have been four 
major reports on general practice—the Collings report (1950), 
the Hadfield report (1953), Stephen Taylor’s book Good 
General Practice (1954), and the Cohen report (1954). The 
Collings report was outspoken, brilliantly analytical and 
critical. It operated as a powerful stimulus to further study 
of general practice in this country. All these authorities 
agree that there is no room for complacency, that the 
overall standard of general practice is not what it should 
be, and it is apparent that some family doctors are far from 
contented. This is a surprising result. In theory the 
changeover from payment of the general practitioner by the 
patient or by an insurance company to payment by the State 
should have improved the doctor-patient relationship. 
Money considerations are proverbially fatal to intimate 
human relationships. Here one would think was an 
opportunity for lifting the doctor-patient relationship on to 
a higher plane. 


Overall Standard of General Practice 


Taylor (1954) suggests that 25% of all family doctors are 
very good, 50% are sound and reliable, 25% are 
unsatisfactory (5% of these being inexcusably bad). These 
figures roughly correspond to Collings’s analysis. It is 
interesting to find that they are almost identical with the 
findings of “An Analytical Study of General Practice in 
North Carolina ” (1953-4). The percentages, I fancy, would 
be true of any profession and in any country. All these 
authorities point out how striking is the variation in the 
performance of doctors in view of the similarity of their 
educational background. Part of the explanation may be 
that the practice of medicine calls for more than factual 
knowledge. Doctors who are unhappy in their work or 
who lack interest in their patients as people, or who succumb 
to the deadening influences in general practice which seem 
eventually to overtake a number of them, are invariably 
below average in performance. The pick of the university 
students, it is said, make the best family doctors up to the age 
of 35 years. After that there is no difference. I imagine 
that the same is true of other professions, but that it should 
occur in the medical profession is a serious matter for the 
public. Itis one of the most important problems confronting 
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those who administer the National Health Service, for it is 
essentially the problem of providing the highest type of 
general practice. 

The main needs of the family doctor to-day have been 
summarized as follows (C. M. Fleming, British Medical 
Journal, June 19, 1954, p. 1400): (1) adequate time to do 
his work efficiently ; (2) facilities to practise medicine in 
the way he has been taught, including his own 
accommodation, equipment, and staff, and access to special 
diagnostic and therapeutic services at hospital and 
elsewhere ; (3) some useful form of attachment to a hospital ; 
and (4) regular and appropriate postgraduate training. Most 
people would accept this as an irreducible list of desiderata. 
By keeping them constantly in mind, it is possible both to 
recognize the deficiencies of the Service and also to 
appreciate the frustrations of some family doctors, and the 
symptoms of their discomfort. 


The Frustrations of Family Doctors 


Before attempting enumeration, a few general points must 
be made for reasons of perspective. (1) If you look only 
for complaints and frustrations, you will find many of them 
and your picture will be distorted. The contented do not 
complain. (2) The better the doctor (clinically), the fewer 
his grievances and frustrations. (3) The family doctor 
service in the National Health Service is carrying many 
weaknesses inherited from the pre-National Health Service 
period, much intensified by the comprehensive nature of the 
National Health Service, by the complexity of modern 
medicine, and the growing tendency to specialization. 
(4) The majority of family doctors are not frustrated. They 
work happily and have adjusted themselves to the idea of 
service to the public and general responsibility for the 
health of their patients. 

Some doctors think that the capitation system of 
remuneration is responsible for having degraded the status 
of the family doctor. Under it, they allege, remuneration 
depends on the number of patients on a doctor’s list, not 
on the quality of the service he gives; there is a positive 
premium on bad doctoring; both neglect of patients and 
economies in staff, accommodation, and equipment pay 
dividends ; the good doctor can earn no more than the bad. 

Some doctors think that the maximum list (3,500) is too 
big for good doctoring and leaves the family doctor no time 
for family life, no time to keep abreast of the latest advances 
in medicine by attending courses and reading the medical 
journals. His dilemma is that if he reduces his list to 
satisfy his standards as a doctor he reduces his remuneration 
and his standard of living as a family man in a world of 
inflation. 

The influx of a large number of patients from all walks 
of life creates its own psychological problems. Some 
patients are unreasonable and importunate in their demands 
on their doctor for ambulance transport, for expensive drugs, 
for visits at night, and for certificates to explain absenteeism. 
Some doctors yield to blackmail, take the line of least 
resistance and accede to such demands. They are financial 
gainers by so doing, but make matters worse for the others. 
Some patients pay no heed to their doctor's advice, 
(a) because it is free (what is free is easily assumed to be 
of no value); (b) because the hospitals offer better facilities 
and are staffed by “better doctors” (specialists). Some 
patients are familiar and lack good manners. The family 
doctor feels that he is permanently responsible, always a 
potential defendant, never a complainant, as his patient 
often is. Excessive prescribing on his part may invoke a 
penalty though the hospital doctor runs no such risk: 
inadequate accommodation may attract an inspector; a 
lack of response to a patient’s call at night, a call made for 
a frivolous reason, may either lose a patient or involve a 
complaint and a formal inquiry. 

The family doctor is not usually encouraged to visit his 
patients in hospital ; he is without direct access to the latest 
diagnostic facilities and must either make a snap diagnosis 
or send his patient to hospital. For a variety of reasons 


he finds himself isolated from the local health authority's 
services. He finds it difficult to keep abreast of the rapid 
advances being made in medicine. 

Even before 1939 the family doctor laboured under these 
handicaps. Indeed, there has been a substantial improvement 
since 1948. He now has better access to diagnostic facilities 
and is less isolated from the local health authorities than 
he used to be. Medicine, however, has made such rapid 
technical advances since 1939 that there is no room for 
complacency. Much still remains to be done, for at all] 
costs the family doctor must be kept in the main stream 
of medicine. 

In short, some doctors are frustrated and distressed. They 
are convinced that it is impossible for them to do the job 
they were trained to perform. Perhaps they fall short 
of their own standards, a potent cause of human unhappiness, 
Perhaps they feel instinctively that it is impossible to put 
the clock back and to revert to private practice, though 
they would like to do so. Certainly they toy with the 
idea of withdrawing from the National Health Service, one 
by one or in a body (see Appendix, document 37). 

To complete this picture of those who feel frustrated 
(which I hope is not overdrawn), it is only necessary to add 
that very soon after the National Health Service was created 
doctors became involved in an acrimonious dispute with 
Ministers over their pay. There was no machinery, satis- 
factory to them, for negotiating a settlement with the 
Government: “ Back to Spens” became a slogan. 

Still another dilemma confronted them. In a democracy 
such as ours, any struggle with Government can be won 
only by a successful appeal to the people. In the case of 
the family doctors that means an appeal to their patients—a 
counsel of despair for a profession with authoritarian 
traditions. The paradoxical situation at the present time is 
that there is friction in some quarters between doctor and 
doctor, between doctor and patient, and between doctors 
and Government. Happily, by concentration on the basic 
requirements of the family doctors’ service, it should be 
possible to avoid the temptation to provide symptomatic 
treatment only. 

There is of course another side to this picture. In every 
profession there must be persons who suffer from a sense 
of frustration. Rightly or wrongly some doctots, it is true, 
feel frustrated in this Service, but there are very many who 
have no such feelings at all, who get on with their job 
efficiently and contentedly. It would be quite misleading 
to suggest that the sense of frustration is universal. 
““ General practice,” says Taylor, “is what the doctor makes 
it. Some doctors have so designed their premises and 
planned their work that they experience little of the drudgery 
of which so many complain. They have evolved a technique 
of general practice. The more medically efficient the doctor, 
the less does he feel special need to discipline his patients. 
It is the attitude and behaviour of the doctor which 
determines the degree of discipline exhibited by his patients.” 

The status of the pre-war doctor was undoubtedly high. 
“The general practitioner was regarded as the family doctor 
and friend. Consultants depended on him for the bulk of 
their private practice. The local authority looked to him 
to implement its measures of public health. In many 
hospitals (urban and rural) he played a useful part on the 
visiting staff, and even in the teaching hospitals he was a 
frequent and welcome visitor. As a result of this he was 
a highly respected member of the community.” (Hector R. 
MacLennan, British Medical Journal, Supplement, July 5, 
1958, p. 7.) 

The post-war doctor shares with the squire and the parson 
a loss of status in this age of social revolution. Between 
1911 and 1948 the dependants of insured workers got their 
doctoring as an act of grace. In these days they regard it 
as a right, and are seemingly oblivious of the corresponding 
obligations. There has arisen in the public mind a conviction 
that the services of the doctor have been paid for and paid 
in full, and that such payment discharges them from all 
further obligation to the profession. The profession can 
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no longer expect payment and gratitude in the proportions 
formerly given to it, for in former days gratitude was often 
all that doctors could expect. 

In former days the general practitioner never took his 
patients on principle into his full confidence. Nowadays, 
the drug companies tell the people what is good for them, 
and the people now think that they know exactly what is 
good for them and insist on having it for nothing. 

The specialist is no longer beholden to the general 
practitioner for sending patients to him, and tends to ignore 
the general practitioner. Much of the work of the general 
practitioner which reaches the specialist is poor. A new 
generation of specialist has grown up which tends to regard 
the old-fashioned general practitioner, who has lost touch 
with modern technique, as the unskilled labourer of 
medicine. 

Approved societies used to fine unreasonable and impor- 
tunate patients, for patients were then under contract with 
these societies. But under the National Health Service there 
is no contract between patients and Government and there 
are no regulations empowering executive councils to fine 
such patients. It is questionable whether such regulations 
would be politically possible. 

There are some who hold the view that patients can be 
disciplined only if they are made to pay a sum, however 
small, at the time when they call on the services of a doctor. 
But such a scheme would be wholly alien to the principle 
underlying the existing National Health Service, which is 
that the whole nation pays a contribution so as to enable 
the sick to receive free medical treatment when in need. It 
might be argued that this principle has been infringed by 
making the patient pay a prescription fee, but analogies 
are proverbially fallacious, and although Parliament has 
reluctantly agreed to a prescription fee so as to afford some 
relief to the National Exchequer, it by no means follows 
that Parliament would agree to what would be in effect 
a fine imposed on the patient by a doctor for the doctor’s 
benefit. The objection in principle would remain even if 
the sums paid to the doctor by the patient were taken in 
relief of the charge that would otherwise fall on the 
Exchequer. Moreover, would such a scheme be likely to 
improve the doctor-patient relationship ? 

The decline in the status of the general practitioner has 
been insidious. Doctors before 1948 had the status of self- 
employed persons. The sudden change to being paid by 
the State was a severe shock to some of them. The deep 
distrust of State control, which is apparent in the utterances 
of some doctors, is somehow related to the current tendency 
of the public to blame “them” (Members of: Parliament 
in particular and the Government in general) for the cost 
of the Welfare State, which maintains taxation at a high 
level and produces inflation. Moreover, a planned economy 
and greatly increased Government responsibility for such 
things as health, education, care of the old. child welfare, 
and so on, presupposes a high standard of thinking on the 
part of the public. Little wonder then that a highly 
individual and conservative profession such as the doctor’s 
seeks a scapegoat for “loss of status and freedom.” The 
intellectual and emotional climate in which the general 
practitioner must work is discouraging. 

The post-war social revolution took doctors by surprise. 
Medicine is one of the oldest professions ; its roots lie deep 
in the past; there is a lingering aura of mystery about it 
still. Such reflections help us to understand why general 
practitioners sometimes express astonishment that their 
advice is not always accepted when the health of the nation 
is being planned, why some even complain that they have 
not had the last word in the administration of the nation’s 
health institutions. The truth, of course, is that they have 
substantial representation on boards of governors of 
teaching hospitals, and some representation on hospital 
management committees. In addition they have 7 out of 
25 members on executive councils. Moreover, there are 
local medical committees (recognized by the Government) 
whom hospital authorities and local health authorities 


frequently consult. These local medical committees can 
and do exercise very great influence on the administration 
of the Health Service. 

The criticism is sometimes voiced that one of the main 
troubles is that general practitioners are too much subject 
to bureaucratic control. If this means that the Government 
through their officials interfere unduly with the practice of 
the medical profession, I can only say that I have found no 
evidence of any such interference, and if there were any truth 
in it, complaints would be more vocal and articulate. The 
British Medical Association has never failed to put across 
to the public the point of view of doctors. I know of no 
more efficient public relations department than theirs and 
find it difficult to believe that any instance of clinical 
interference by the Government could pass unnoticed. I think 
that what is really meant is that doctors would prefer that 
the administration of the National Health Service should 
be in the hands of an independent board, not subject to 
Ministerial control. But it is unthinkable that Parliament 
would be prepared to divorce itself from responsibility when 
the taxpayer has to pay so heavily for the maintenance of a 
Service which is vital to the health and welfare of the nation. 
Moreover it may be asked whether such a change in the 
administrative system would be in the best interests of 
medical practitioners. Ministers are responsible to 
Parliament and their decisions can be openly challenged and 
debated in Parliament. No such safeguard would be 
available in the case of an independent board. Nor is it 
likely that the officials of such a board would be of the same 
high calibre as that of the highly trained officials who serve 
in our public Departments. 


Methods of Remuneration 


It is not without significance that doctors’ fears of 
Government interference as a result of their becoming public 
servants, paid by the State, should have found expression in 
a demand for improved pay and in a claim for special 
protection against inflation. To their thinking the same 
Government which had made them public servants had also 
been. responsible for inflation. The final indignity, it 
seemed to many of the older members of the profession, 
would be to become salaried public servants. 

Payment by salary undoubtedly is not a suitable method 
of remunerating general practitioners, as things are. They 
have no fixed hours, but fix their own hours of work and 
modify them as required. They do not work in publicly 
owned offices, but in their own homes and surgeries and in 
the homes of their patients. The service they give is 
individual, not collective. Diversity is the substance, liberty 
the essence, of this most individualistic profession. The 
cost to the State of paying overtime to 22,000 doctors and 
their staffs and the capital cost of providing them with 
equipment and surgeries would be prohibitive. It is argued 
that, if family doctors ever became salaried public servants, 
the free choice of doctor and of patient would finally be 
destroyed. What is perhaps more true is that a salaried 
basis involves a hierarchy, and that idea is abhorrent to 
doctors. Medicine calls for more than technical skill, 
intellectual ability, personality, and experience, and more 
than a combination of those qualities. Curiously 
enough, in this generation some stigma attaches to 
being a servant of the State—a public servant—for in a 
welfare state the term applies to a rapidly increasing army 
of petty officials clothed with some power and not always 
endowed with tact, as well as to the highly educated, 
carefully selected, strictly anonymous official advisers of the 
Government (the administrators and executors of policy). 
Whether salaried or not, general practitioners are, for better 
or worse, public servants. 

Even to suggest the possibility of a salaried service for 
general practitioners in the near future would be unrealistic. 
Nevertheless the medical profession, in years to come, when 
their freedom is assured, may decide that a salaried basis, 
rightly safeguarded, is best. 
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It is generally assumed that general practitioners must 
be paid out of a central pool elaborately calculated and 
distributed according to mathematical formulae of a 
character so complicated and makeshift that there are many 
people who still do not fully understand the system. It is 
inherent in such a system of distribution that emphasis 
should be laid on the quantity of work done rather than on 
its quality. Quality is not easy to measure mathematically. 

The whole question of the remuneration of doctors and 
dentists is now under consideration by the Royal Com- 
mission now sitting under the chairmanship of Sir Harry 
Pilkington, but it may not be within their terms of reference 
to consider methods of remuneration but rather the scale. 
Some discussion of method may therefore not be out of 
place. 

The two methods of distributing the central pool which 
are usually advocated are (1) a fee for each item of service, 
(2) the capitation system—the system now in force. 


Fee For ITEM OF SERVICE 


This system was in operation in Manchester and Salford 
for many years. The Royal Commission on National Health 
Insurance (1926) said about it: “We have come to the 
conclusion that this system has in practice become so 
hedged about with restrictions to prevent over-attendance 
and with adjustments to meet the general interests of the 
whole body of doctors working in it that—apart from the 
complicated nature of the machinery which it necessitates 
and the inexactness of the results—it really differs in essence 
very little from the capitation system.” 

This system is more accurately described as “fee for 
attendance.” A complete catalogue of items of service 
which a doctor is qualified to give can be found only in the 
largest textbooks. What is meant is a fee for attendance, 
varying according to place and time but without regard to 
the difficulty involved or the advanced technique required 
in diagnosis and treatment, and another fixed fee for minor 
surgery (a phrase which may mean anything) and so on. 

The “fee for attendance” system is a rough and ready 
method, unsuited to a learned profession, members of which 
have permanent: responsibility and must habitually use 
judgment and wisdom in addition to skill. Under this 
system large rewards may accrue to any general practitioner 
who is prepared to keep his patients sick, and to neglect the 
very patients to whom he should pay most attention. 


THE CAPITATION SYSTEM 


The Royal Commission (1926) recommended this system 
ind the doctors accepted it. Since 1911 they have known 
it and they have become used to it. Dr. Stephen Taylor 
(1954) describes it as “a great social invention” and 
attributes to it the combination of sturdy independence and 
true spirit of service which he encountered in his survey of 
general practitioners. To some general practitioners this 
would seem to be the language of hyperbole. In fact some 
of them blame it for many of their frustrations on the 
grounds already mentioned that it puts a premium on bad 
doctoring, that the good doctor can earn no more than the 
bad, that a big list is better rewarded than good doctoring, 
that a profit may be made by neglecting patients and by 
economizing on surgeries and equipment ; that a maximum 
list (3,500) is more than the average doctor can manage, 
while the smaller the list the lower the remuneration. A 
fixed “ pool” in combination with a capitation system does 
in fact mean that Peter is robbed to pay Paul—a most 
primitive method of payment (for every time a doctor 
undertakes special work and takes extra money from the 
pool there is less left for distribution to the others). The 
long survival of this method of payment is undoubtedly 
due to its being less objectionable than the other two 
systems above mentioned rather than to its positive merits. 
The fact that there is a premium on bad doctoring is of 
course a serious matter for patients and could in the long 
term be economically disastrous for the country. Good 
relationship between family doctors is a basic necessity, 


but with a capitation system in operation the more 
prosperous a doctor, the more his colleagues suspect him 
of abuses. 

“ Loadings ” (an additional payment of 11s. 6d. for every 
patient in excess of 500 up to 1,500) is an amendment to the 
capitation system which was devised by the Working Party 
on the Distribution of Remuneration Among General 
Practitioners (1952). These extra payments were designed 
to benefit the doctor with the moderate list, and so to 
encourage good doctoring. But doctors with maximum lists 
also benefit by loadings, and consequently there is little 
incentive for a good doctor to be content with a small list. 
Incidentally, if it were decided that the present maximum list 
was too big for good doctoring, it would be possible to 
provide a disincentive to a large list by paying a smaller 
capitation fee for each patient over, say, 2,500. Partners in 
practice are allowed to share patients so as to secure the 
greatest benefit from the payments for loading, and this 
concession is a definite inducement to doctors to co-operate 
by forming partnerships. 

Under this system healthy competition between doctors 
tends to be eliminated, entry into practice becomes difficult 
for young doctors, the mobility of family doctors is 
destroyed, retirement of elderly general practitioners is put 
off as long as possible. Though it is still possibile for a 
patient to change his doctor. some patients find it 
embarrassing, others find it troublesome, many “ put up” 
with their doctor—all of which makes for a bad doctor- 
patient relationship. Capitation is better adapted to paying 
unskilled or semi-skilled workers who perform a simple job 
for a large number of people, but it is not sufficiently 
flexible and is unsuited to a learned profession in which 
high qualifications are essential, in which each patient 
requires individual attention (no two patients posing the 
same problem). in which service of a high quality is often 
a matter of life and death for the patient. Frustrated doctors 
are inclined to blame this method of remuneration for all 
their worries, but it is important not to over-simplify 
complicated human reactions, for causes and effects are not 
easily separated where the pattern of behaviour is so 
intricate. 

THe Case SYSTEM 


My attention has been drawn to a fourth method of 
remuneration—the case system—which was recommended 
by the late W. J. Braithwaite, who gave evidence about it 
in 1926 to the’ Royal Commission on National Health 
Insurance. Special attention is invited to his examination 
by Sir John Anderson (Appendix, document 47). W. J. 
Braithwaite was Secretary to the National Health Insurance 
Joint Committee and was concerned in the preparation of 
the National Insurance Act, 1911. 

The difficulty under this system lies in defining a case. 
The definition cannot depend on diagnosis, for diagnosis 
is fallible. No doctor would have difficulty in creating two 
or three cases out of one case by varying his diagnosis from 
time to time. The margin between one diagnosis and 
another may be very small indeed, for two conditions may 
be quite closely related in their nature. This system was 
tried out in at least one area under the Poor Law, and the 
case was then defined by reference to a period of treatment 
and not by reference to diagnosis. The amount of paper 
work involved proved to be very heavy indeed, though the 
circumstances of Poor Law practice were of course much 
simpler than the normal. Since the central pool would be 
divided by the total number of cases, Braithwaite was 
practically driven to adopt a time limit in order to define 
a case. A patient would sign the doctor’s register on first 
attendance so as to establish the doctor’s claim for payment. 
The “case” would normally end when treatment for that 
illness ended. If the same patient returned with a different 
illness that would be a new case, but if it were a relapse or 
a recurrence it would only be a new case if three months 
(two months according to Braithwaite) had elapsed since 
treatment ended. After continuous treatment for three 
months a doctor could treat the patient as a “ chronic 
case” and claim a further “case fee” for another three 
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months, and so on for each subsequent three months or part 
thereof. The doctor would receive the same fee for each 
case. Since most illnesses are slight passing ailments the 
doctor, assuming the pool is adequate, would be overpaid 
for more cases than he was underpaid. 

The advantages of this method are chiefly psychological ; 
the doctor would be glad to see the patient, at least on his 
first visit, and would take trouble over him, having an 
incentive to satisfy the patient and get him well (which is a 
doctor’s duty and also of great value in effecting a cure). 
There would be no temptation to pay unnecessary visits 
(as under the attendance system). It is the closest 
approximation to private practice—indeed, it is akin to it, 
for in private practice most doctors find it impossible to 
have an exact system of fees but must modify them in many 
ways, so that their final bill often ends up as a payment for 
the case. The incentive under this system is to become a 
true family doctor, to practise preventive measures and to 
give attention to other members of the family than the one 
who sent for the doctor. It is also a flexible system. The 
greater the morbidity of the practice, the older the average 
patient, the more the doctor’s remuneration, which is not 
the case under the capitation system. Freedom of choice 
of doctor and patient is not “ natural” to the other systems 
but is ensured by this method. It is not really possible to 
allocate all patients beforehand to all doctors in such a way 
as to produce satisfaction, but under the case system a 
patient may even postpone his choice of a doctor until he is 
actually ill. For further discussion of this method of 
distributing the pool, please refer to document 47 in the 
Appendix. 

The “case” system is not propounded as a panacea for 
all the uneasiness of medical remuneration. No perfect 
method of paying family doctors in a comprehensive 
National Health Service has so far been devised. 
Experimentation on a small scale with different methods in 
different areas would be administratively troublesome but 
might be instructive. Probably any method would be 
reasonably satisfactory in rural areas, but urban and 
suburban areas differ enormously one from the other. 
Anomalies in any case are inevitable wherever the aim is 
to be fair to everyone everywhere. 

The fundamental problem to be solved is how family 
doctors can be organized as public servants, paid out of 
the public purse, without serious detriment to their special 
character. The first essential is to secure their active 
co-operation. This should not be too difficult, since they 
are reasonable men and since it is obvious that the only 
alternative to co-operating is to be ignored. Even so, the 
difficulties are enormous and have always been under- 
estimated. Clinical freedom, of course, must be preserved. 
The dignity of their calling must not be impaired. The 
method of remunerating them must take account of a large 
variety of features which are peculiar to family doctors, 
such as the disparity in their qualifications and performance 
despite the similarity of their training, the vital 
importance of ensuring that they keep fully abreast of new 
discoveries and rapidly advancing techniques in medicine, 
the impossibility of practising twentieth-century medicine 
without access to  twentieth-century diagnostic and 
laboratory services, the difficulty of fostering esprit de corps 
in a profession that is traditionally and inherently 
individualistic, the desirability of maintaining the stimulus 
of competition between doctors—to mention only a few 
of them. 


Co-operation in General Practice 
Group PRACTICE 


A group practice provides a favourable environment for 
the practice of medicine. The evidence available is not 
conclusive as to whether the better doctor creates for 
himself the favourable arrangement of group practice or 
whether the favourable arrangement influences the doctor to 
do better. The former would seem more likely to be true, 
for group practice is not inherently better than single 


practice. It would be risky to stimulate group practice 
artificially, for, though better doctoring is the result of good 
group practice, success depends on internal amity and 
vitality. The best unit, it would seem, is a group of 3-5 
doctors. The pooling of resources allows of better 
facilities, and equipment and ancillary help (a nurse, a 
secretary-receptionist, and possibly a dispenser). 

If a group practice was a proved success, if in addition to 
providing the better facilities mentioned above it provided 
also some accommodation for the local authority clinic and 
worker, there would be good grounds for the Government to 
make it a special grant. Local authorities could also be 
encouraged by Government grants to set aside buildings 
for group practices with space for clinics in areas under 
development. This field of endeavour has never been fully 
explored, and here also a series of sample experiments is 
indicated. One such experiment might take the form of 
providing well-equipped diagnostic centres for all the 
general practitioners in selected areas with honorary 
consultants attached, to which patients in need of thorough 
examination might be taken by their general practitioner. 

The profession must judge whether experiments should 
be made, and, if so, what experiments, and the ultimate 
decision must rest with the Government. A _ layman’s 
approach to the subject must be tentative. 


Rota SYSTEMS 


This is an arrangement whereby a group of general 
practitioners, previously working in isolation, get together 
so that each in turn takes over the emergency duties of all, 
there being no financial link between the doctors. The 
result is that general practitioners get regular time off; 
patients get a guaranteed emergency service. 

Clinical co-operation may also develop in a rota, since 
general practitioners get to know each other when they 
meet to discuss the business of the rota, and they see each 
others’ cases and must inform the doctor whose patients 
they have seen what they have seen and done. 

The optimum size of a rota is such that each member of 
the rota has no more than one night on duty a week, say 
about 5-7 members. Where there is a rota, general 
practitioners not on duty can relax, while patients know 
that they cannot always have their own doctor at night and 
accordingly think twice before calling the doctor. There 
are in any case very few occasions in a lifetime when a 
doctor is really required at night. 

A rota system is evidence that doctors in an area are 
willing to co-operate, and where this is the case technical 
co-operation can be developed. Joint laboratory services 
and a joint secretarial service for doctors in the rota, with 
secretaries working in turns in different surgeries, are 
examples of possible developments. 


HEALTH CENTRES 


Much has been written about these and I can add nothing 
useful. The health centre is a means to an end, not an 
end in itself. Should all attempts fail to organize family 
doctors in the National Health Service, to restore their 
contacts with hospital staffs and local health authorities’ 
services, to provide them with the necessary facilities to 
practise modern medicine, then it will be doubly necessary 
to establish health centres. The future of general practice 
is still in the balance. Already much diagnosis takes place 
not as a sequel to a patient’s complaint to a general 
practitioner but by mass mechanical means (e.g., mass 
radiography). Routine health examinations of school- 
children are now usual, but the logical development of this 
trend is to make routine examinations of the middle-aged 
and elderly. It is conceivable that in the more distant 
future mass mechanical diagnosis will be followed by 
treatment at home with a “home care” service or in a 
clinic manned by general practitioners, or in a hospital 
manned by specialists according to the nature of the 
diagnosis. It is also possible that in future general 
practitioners may take over local authority clinics and the 
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care of schoolchildren. There is one role of the general 
practitioner which should never fall into disuse—the role of 
health educator. 

Certain broad conclusions drawn from the various 
surveys of general practice are set out below in the form 
of propositions which I endorse. 

(1) Only the best is good enough for general medical 
services. It is false economy to starve these services. 

(2) The overall standard of general practice in the United 
Kingdom falls short of what it might be. It is urgent that 
the family doctor be put in a position to give the best 
possible service of which he is capable. 

(3) First-class doctoring is difficult for the family doctor 
with more than 2,000 to 2,500 patients, for good doctoring 
takes time. With more than 2,50) patients the quality of a 
doctor’s work may degenerate. The aim should not be a 
large list but a list which the doctor can manage. A good 
living should be possible with a manageable list. Many 
doctors claim that they earn too little. The question is 
under consideration by the Royal Commission. 

(4) Competition is the life-blood of any efficient service. 
It should be possible for a patient to change his doctor 
without undue fuss or formality. Conversely, a doctor 
should be able to rid himself of unreasonable patients with 
the minimum restrictions. 

(5) No reform of the National Health Service is more 
urgent or would do more for the hospital service than an 
improvement in the family doctor service. The time to 
expand the hospital service by providing more beds and 
more buildings will come when the family doctors are 
giving the maximum service. A method of distributing the 
money available for paying the family doctor which allows 
him to give of his best, to take pride in his work, and to 
make a good living without overwork must be devised, 
preferably by the doctors themselves. 

(6) A minority of the public would prefer to be private 
patients. A truly National Health Service should provide 
for all sorts and conditions of men. It is therefore unfair 
that people who prefer to be “ private patients.” whatever 
the reasons, should have to pay for drugs they really need, 
which are supplied free to others. Freedom of choice and 
competition should be preserved. As a corollary the doctor 
with private patients must submit to reasonable discipline 
on the cost of his prescribing in the same way as the 
National Health Service doctor. 

(7) A general practitioner’s expenses should be senarately 
and individually assessed. It should not be possible for 
him to make a profit for himself at the expense of his 
patients by economizing on his surgery accommodation and 
his clinical equipment. 

(8) Co-operation between general practitioners is essential. 
Rota systems, genuine partnerships, group practices, even 
health centres, are all examples of such co-operation. 

(9) The disciplining of patients is the positive duty of 
family doctors. Teaching is their profession. Politicians 
have to educate their masters, why not doctors their 
patients ? Pamphlets are not nearly so effective as oral 
instruction. The people who abuse the Service are not the 
people who read pamphlets. 

(10) There should be a two-way traffic between family 
doctors and hospital staffs. Particular attention is invited 
to a “ Statement of Policy on General Practitioners and the 
Hospital Service” issued by the Department of Health for 
Scotland (March, 1956) which is based on recommendations 
set out in the Scottish Health Services Councils’ report 
entitled “The General Practitioner and the Hospital 
Service” (see Appendix, document 48). Briefly the 
statement of policy is directed to establishing two things: 
(a) A combined training scheme is to be developed which 
offers the practitioner concurrent training and experience in 
both fields, on completion of his pre-registration hospital 
year. (b) Entry into general practice on a part-time basis 
is to be made easier for doctors who have continued in 
hospital service up to the level of registrar but who have 
decided not to devote the whole of their subsequent career 
to hospital and specialist work. 


(11) Measures to improve home care of the sick are of 
great importance in order that family doctors may look 
after more of their patients at home instead of referring 
them to hospital (see Appendix, document 49). 

(12) There is scope for great improvement in the 
relationship between general practitioners and hospitals. It 
must not be assumed that for the present lack of liaison 
hospitals are solely to blame. There are many hospitals 
which ought to do far more to link up with the general 
practitioner, to woo his interest, to give him a feeling that 
he “ belongs to them.” On the other hand, there are many 
practitioners who take no interest in a patient after they 
have succeeded in putting him into a hospital, and often do 
not bother to inquire what happened thereafter. Active 
co-operation and cordial relations between general 
practitioners and hospital staffs are of the greatest 
importance to patients and to the National Health Service. 

There is no shortage of recommendations. These have 
been provided in generous abundance in the last ten years. 
What is lacking is readiness to face all the facts and their 
implications. It may be superfluous to say it again, but it 
is of the utmost importance to realize (1) that the nation as 
a whole is firmly resolved that the health of the people 
should henceforth be the concern of the Government. 
There can be no going back on this issue; (2) that the 
National Health Service, the concrete expression of that 
resolve, is potentially the best service in the world. The 
people rightly expect the profession and the Government 
to co-operate to make it just that ; (3) that in fact failure 
of the National Health Service, whatever the cause, would 
involve a failure of our freedom everywhere. “No one 
who is concerned about the future of general practice and 
has its best interests at heart wished unduly to highlight its 
shortcomings, but it would be unreal in the face of the 
reports produced in this country and abroad to pretend that 
they do not exist” (C. M. Fleming, see Appendix, 
document 31). 

There is a danger that the scope of general practice will 
degenerate further and that the hospital service, which is 
so much more expensive, will become still more 
predominant. One of the objectives of medical education 
is “to help the student to establish habits of continuing 
self-education.” It is difficult, therefore, to see how the 
family doctors can expect to be regarded as the most 
important sectign of the profession—as they should be— 
unless they are prepared (1) to accept that it is as 
necessary for a general practitioner to undertake serious 
study as it is for a specialist (it follows that postgraduate 
study for general practitioners is as necessary as it is for 
“ specialists”); (2) to collaborate with one another so as 
to have adequate time to do their work efficiently (it 
follows that rota systems, genuine partnerships, group 
practices, and so on should be more widely adopted) ; (3) to 
regain contact with the hospitals, for it is plain that the 
gulf widens between the family doctor and the specialist 
so that the new generation of consultants knows little of the 
general practitioner and is unaware of his difficulties (this 
is essentially a matter for the profession: a layman cannot 
presume to offer specific advice). 

“The future of general practice is largely being 
determined by default, without deliberate consideration of 
its problems. Executive councils are so occupied with day- 
to-day administration that thinking on the level of policy 
is lacking ” (Collings). The regional hospital boards, on the 
other hand, do have a policy, and therein lies the secret of 
their success. 

If I have hesitated to add greatly to the long list of 
explicit recommendations proffered by people far more 
qualified to make them, that is because in my experience the 
advice most heeded is unobtrusive and implicit, while a 
surfeit of recommendations may easily paralyse the will. 
Moreover, I am convinced that any modification of the 
present scheme for providing family doctors’ services in the 
National Health Service must spring from the experience 
of doctors themselves. Growth and adjustment to a 
changing environment must be natural and spontaneous. 
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As to the framing of an alternative scheme for providing 
family doctors’ services, that surely is a function of the 
Government, on advice tendered by the profession as a 
whole. No ready-made scheme (“off the peg” as the 
saying is) is likely to be workable or suitable. “ The long- 
term problems are of such magnitude and the interests 
involved so diverse that it is extremely unlikely that a 
comprehensive plan could be devised quickly” (extract 
from a report of the Alternative Service Subcommittee of 
the General Medical Services Committee. See Appendix, 
document 37). 

Though nobody can claim to speak for the public, the 
impression gained is that it is no longer interested in the 
quarrel between the doctors and the Government, which has 
now lasted for 10 years, and would not easily forgive a 
concerted effort to wreck the National Health Service or 
any vital part of it. There is some danger lest the 
profession misjudge the reactions of the public and of the 
Government to any threat of sabotage or to the claim that 
a service which costs the taxpayer £700m. a year should 
entirely be “freed from politics.” In fact if general 
practitioners decided to withdraw from the Health Service 
en bloc er in considerable numbers, the almost inevitable 
result would be that the Government would: be compelled 
to introduce a salaried medical service. 

The passage which follows is taken from the Report of 
the General Practices Review Committee of the British 
Medical Association (British Medical Journal, Supplement, 
September 26, 1953, p. 152), and sums it all up. 


Two obstacles to the improvement of general practice to-day 
lie in the insufficiency of personal contact between general 
practitioners and practitioners in other branches of medicine, 
and in the separation in both practice and administration of 
the three main branches of medicine—namely, general practice, 
hospital practice, and public health practice. From these two 
defects flow most of the general practitioners’ difficulties. The 
tendencies to disunity are not new, they have been creeping on 
the profession for at least 30 years. They are due historically 
to the continuous broadening of the field of medicine, the 
consequent specialization, and the different rates of deveiopment 
of the different sections of medica! practice. The progress of 
general practice has been overshadowed by the rapid growth 
of other branches, and the general practitioner has not shared 
in the limelight of his “ specialist ” colleagues or in the local 
publicity of the public health service. . .. The general trends 
of practice and the dangers threatening general practitioners 
were recognized by the British Medical Association in its 
“General Medical Service for the Nation ” (1929) and by the 
Medical Planning Commission (1942) and by the profession's 
negotiators in the years following the Beveridge Report, and by 
many of the more thoughtful members of the profession. All 
this work did not stem the tide, and the practicabilities of the 
N.H.S., with its deliberate tripartite administration, only 
exacerbated already existing tendencies, with the result that 
many general practitioners now feel that they are entirely 
separated and isolated from their colleagues in other branches 
and left with a contracted scope of practice. 


There have indeed been startling advances in science and 
in particular in the field of medicine in the last two decades. 
No less startling have been the changes in our social 
structures—for example, in the very concept of the family 
and in the relations of the State to the individual. The 
doctor-patient relationship must develop pari passu. 
“Medical science cannot stand still. Diagnosis and 
treatment must be continuously advancing both in accuracy 
and in safety. The ‘ precision tools’ of the laboratories on 
which the practice of modern medicine is coming more and 
more to rely are increasing in number and complexity” 
(Sir H. Platt, British Medical Journal, Supplement, July 5, 
1958, p. 5). 

Everyone personally involved in these’ rapid 
revolutionary changes and hardly anyone is able to stand 
back and make an accurate estimate of trends. Fifty years 
hence what is happening to-day and what may happen 
to-morrow in the National Health Scheme will seem to 
have been inevitable. 

An obvious first step, it appears to me, would be to 
testore maternity work to the family doctor. “ Family 


doctoring” is a meaningless phrase unless the family 
doctor supervises births and advises parents on the proper 
care of infants, young children, and adolescents. For the 
“ordinary” worries and troubles, affecting body or mind 
or both, the family doctor is the specialist. The general 
question of the organization of the maternity service is at 
present under consideration by a committee under the 
chairmanship of Lord Cranbrook (Appendix, document 34). 
Obviously, the paramount consideration must be the 
welfare of the mother and child, but it is difficult to believe 
that the services of the qualified family doctors should not 
be utilized to the full. Periodic postgraduate courses 
should ensure that they keep up to date. 

It is of vital importance that there should be full 
agreement very soon on the right health programme for the 
nation, and in particular on the proper functions of family 
doctors. Dr. Stephen Taylor has posed the following 
question: “ Ought general practice as we have known it to 
continue ? Is it the inevitable result of the advance of 
scientific medicine that the place of the general practitioner 
should be taken by a wide range of specialists working from 
a polyclinic?” Dr. Taylor himself does not think it is 
inevitable, and it was the purpose of his book to show what 
should be done to avoid the drift to the polyclinic. Most 
people still regard the family as the indispensable unit of 
civilized society and the family doctor as one of its chief 


props. 
Summary 


CONCLUSIONS AND RECOMMENDATIONS 


I. The National Health Service is here to stay. It is an 
essential feature of the welfare state. The welfare state is 
a continuation in peace-time of the spirit which won the 
war. It is unrealistic of doctors to think of withdrawing 
from the National Health Service. The inevitable result 
would be the formation of a fully salaried service. 

II. In closer collaboration between the profession and 
the Ministries lies the best hope for the future of general 
practice. The working party set up in 1952 by agreement 
between the Health Departments and the General Medical 
Services Committee of the British Medical Association to 
secure an equitable distribution of the central pool and to 
consider other matters was an outstanding example of 
co-operation. It produced quick results. Similar working 
parties should be set up to give further consideration to the 
following matters. 

(1) Whether the allocation of national resources to the 
constituent elements of the National Health Service is 
correct. The Guillebaud Committee’s report, published in 
January, 1956 (Appendix, document 30), exhaustively 
reviewed this matter. They came to the conclusion that 
capital investment in the hospital service should be 
increased. They did not recommend additional expenditure 
on general medical services. Nearly three years have 
elapsed since that report was published, and second 
thoughts may not come amiss. Agreement between the 
Ministry and the profession would undoubtedly be most 
fruitful. 

(2) The implementation of the arrangements shortly to be 
made for keeping under review the remuneration of general 
practitioners. The Royal Commission on Doctors’ and 
Dentists’ Remuneration now sitting under the chairmanship 
of Sir Harry Pilkington is required by the third clause in 
their terms of reference to consider this matter, but a 
working party to consider how best to implement their 
recommendations is in my judgment likely to produce quick 
results. 

(3) The supervision of experiments with different methods 
of remuneration in different areas with a view to securing 
an improved distribution of doctors. The Royal 
Commission on National Health Insurance in 1926 
considered this whole question and came down in favour 
of the continuance of the capitation method, which was 
supported by the overwhelming weight of evidence at that 
time, especially that of the British Medical Association. In 
the light of their experience in the National Health Service, 
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doctors may be able to devise a better method in 
collaboration with Ministry officials—a method sufficiently 
flexible to provide an incentive to good doctoring and a 
good living with a manageable list. The Willink Committee 
on the future numbers of medical practitioners reported as 
recently as August, 1957 (Appendix, document 35). They 
estimated that an increase of 625 principals over the 
number practising in July, 1955, was required to secure an 
improvement in the distribution of doctors. At the present 
rate of increase this number should be reached within two 
years at most. But there is an increasing body of 
opinion that the maximum lists are still too large, that, 
speaking generally, the fewer the patients the better the 
doctoring, since good doctoring takes time, and a good 
doctor’s time is valuable. 

(4) (a) Whether any steps can be taken to restore their 
mobility to general practitioners. It is notoriously difficult 
for them to move, since the purchase and sale of goodwill 
was abolished. They resent this loss of freedom. 

(b) Whether present arrangements for recruitment to 
general practice and in particular the selection machinery 
are capable of improvement. It is still very difficult for 
young doctors to become established. 

It is in the interest of the National Health Service and of 
general practitioners that these two serious defects should 
be speedily remedied. No public service ought to be so 
vulnerable to criticism. 

Ill. By comparison with the hospital service there is 
apparently a lack of deliberate consideration of the 
problems of general practice. Executive council 
administrative machinery, as at present constituted, is not 
well adapted for this purpose, and is too narrowly 
concerned with payment and discipline. Moreover, few 
professional men have time to think on the level of policy. 
What seems to be required is a joint standing committee 
composed of doctors and officials, whose function it would 
be to review policy continuously, with powers to pioneer 
and to foster promising lines of development. The sooner 
the initiative of doctors themselves can be mobilized the 
better. 

IV. Collaboration between general practitioners is 
important. Partnerships, group practices, rota systems, 
health centres, are all means to an end, not ends in 
themselves. The artificial stimulation of collaboration is 
less valuable than spontaneous development. 

V. Patients cannot be disciplined by giving doctors power 
to fine them, in the sense of requiring patients to pay fees 
on the spot. That is repugnant to the underlying 
principle of the National Health Service. There are 
enormous propaganda resources at the disposal of the 
Government and they should ail be deployed to make the 
public fully conscious of their obligations as citizens of a 
welfare state. An important duty of every member of the 
community is to live a healthy life. 

VI. To be truly national the Health Service must be 
available to everyone, but not compulsory for anyone. 
There will probably always be “ private patients,” and there 
is no obvious reason why they should be made to pay for 
drugs they really need, though their doctor must, of course, 
be prepared to submit himself to reasonable discipline on 
the cost of his prescribing in the same way as the National 
Health Service doctor (Appendix, document 46). 

VII. The family doctor is a specialist in the ordinary 
incidents of family life. His function should be to give 
expert advice on all matters relating to birth, infant welfare, 
the upbringing of children, the problems of adolescence 
and senescence, and in general on the mental worries and 
physical ailments of all the members of a family. 

VIII. General practice should be an integral part of the 
undergraduate training—a special subject. Candidates for 
medical training should be carefully selected for character 
as well as for brains and sound general education. These 
candidates are destined to carry a heavy burden of 
responsibility. Their education must continue from 
establishment to retirement, and only those considered 
capable of such perseverance ought to be selected. 


I cannot conclude this report without once again 
expressing my thanks to all those who have helped in its 
preparation. Without their co-operation and advice it 
would indeed have been even more difficult to cover the 
ground and to present what, I hope, is a reasonably 
balanced picture. ; 

FRANK NEWSAM. 
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be set up in out-patient departments of hospitals, usually 
available in the evenings, as a means of integrating the 
general practitioner with the hospital service. 
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intermediate clinic, preferably staffed by registrars. The 
general practitioner would use the registrar to obtain all 
necessary investigations.” 


20. 1952. Danckwerts Award. Report of the Working Party on 
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Inquiry into the Cost of the National Health Service, set up 
in May, 1953, by the Minister of Health and the Secretary 
of State for Scotland (Cmd. 9663). 

. 1957. “An Analysis of General Practice,” by Dr. C. M. 
Fleming. (Vol. XV, No. 3, of Health Bulletin, issued by the 
Chief Medical Officer of the Department of Health for 
Scotland.) 

. June, 1957. Hinchliffe Committee on cost of drugs. 

. July, 1957. Towards a Reformed Health Service. Published 
by Fellowship for Freedom in Medicine. 

. 1957. Evidence of British Medical Association to 
“Cranbrook Committee ” on maternity medical services. 

. August, 1957. Report of “ Willink Committee ” on future 
numbers of medical practitioners. 

. 1957-8. British Medical Association Year Book. Includes 
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evidence (British Medical Journal, Supplement, January 25, 
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45. January, 1958. British Medical Association oral evidence 
(British Medical Journal, Supplement, February 1, 1958, 
p. 39). 
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46. (a2) Memorandum by Ministry of Health. (6b) Comments by 
the Private Practice Committee of the B.M.A. submitted to 
Ministry of Health (British Medical Journal, Supplement, 
February 15, 1958, p. 67). 


“Case System of Payment” for General Practitioners 


47. November 12, 1924. Statement of evidence submitted by 
Mr. W. J. Braithwaite to the “ Royal Commission on 
National Health Insurance,” 1926. July 7, 1925. Examination 
of Mr. Braithwaite by the Royal Commission. (Appendix 
XCI to Report.) 

48. 1952. “* The General Practitioner and the Health Service.” 
Report by a Joint Subcommittee of the Medical, Hospital, 
and Specialist Services, and General Practitioner Services 
Standing Advisory Committees of the Central Health Services 
Council, Scotland (Edinburgh, H.M.S.O., 1952). March, 
1956. Statement of policy on the above issued by the 
Department of Health for Scotland. 


Articles on Home Care of the Sick 


49. (1) “ The Use of Hospital and Domiciliary Resources in the 
Modern State” (R_ Lightwood, Proceedings of the Royal 
Society of Medicine, Vol 49, 1956, p. 975). (2) “* Hospital 
and Home” (Lancet, January 4, 1958). (3) “ Long-term 
Illness in Modern Society” (E. M. Bluestone, Journal of 
American Medical Association, April 12, 1947, p. 1051). 
(4) “The Principles and Practice of Home Care” (E. M. 
Bluestone, Journal of American Medical Association, August 
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Sick Children” (R. Lightwood et al., Lancet, February 9, 
1957, p. 313). 


COUNCIL’S HEALTH CENTRE PLANS 


INDEPENDENT SURGERY ACCOMMODATION 
REFUSED 


Leeds City Council has rejected a request from the 
executive council that corporation-owned land or buildings 
should be sold or rented for adaptation for practice use to 
doctors displaced by redevelopment of the York Road and 
Burmantofts district... The council is said to be the sole 
owner of buildings and land in the area, and therefore 
there is no other landlord for prospective tenants to turn to. 
The matter was raised on a minute of the housing committee. 
and on a party vote the Socialist-controlled council decided 
to carry out its plan to establish a health centre to which 
would be attached, in addition to accommodation for 
maternity and child welfare clinics, suites of doctors’ 
consulting-rooms. A speaker, who asked that the health 
centre proposal should be looked at again, admitted that 
the doctors had been consulted and had been a long time 
in deciding what they wanted, but there was still time to 
meet their wishes. ‘“ Were they going to be forced into 
health centres ?” he asked. The chairman of the council’s 
health committee referred to the length of time since the 
health centre had first been proposed, and said it was difficult 
when people came along at the last minute and tried to 
upset things. Six groups of doctors are affected by the 
decision. Rents for the health centre suites have not yet 
been fixed, and there is to be a meeting of members of the 
health committee, the executive council, and the doctors 
concerned. 


* Yorkshire Post, January 8, 1959. 
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22 Jan. 17, 1959 MEDICAL WAR RELIEF FUND 
MEDICAL WAR RELIEF FUND PROGRAMME OF B.M.A. ANNUAL 2 
EIGHTEENTH ANNUAL REPORT MEETINGS - 
The Committee of the Medical War Relief Fund, at a 1959.—July 16-20: Annual Representative Meeting. 
meeting at B.M.A. House on September 18, 1958, received Edinburgh. July 18-24: 127th Annual Meeting, Edinburgh 
and approved a report prepared by the Distribution (joint meeting with Canadian Medical Association). 
Subcommittee on its work during the twelve months ending October 23-25: 2nd Annual Clinical Meeting, Norwich. (S 
August 31, 1958. 1960.—June 16-24: 128th Annual Meeting and the ke 
Five educational grants amounting to £625 and eight Annual Representative Meeting, Torquay. ur 
maintenance grants totalling £891 10s. had been made. In 1961.—February: 129th Annual Meeting, Auckland, th 
addition, two special gifts amounting to £50 were made and New Zealand. April: 3rd Annual Clinical Meeting. ot 
a loan of £45 was converted into a gift. A further loan of Canterbury. July : Annual Representative Meeting, Sheffield D 
£66 was approved. The reports on all the children helped (to be followed by a Clinical Meeting). th 
have been satisfactory. Of one family of four, the eldest fig 
boy has achieved a university scholarship and is about to ol 
start his university career. The second boy has been co 
awarded a State scholarship and is sitting a university Correspondence - 
entrance examination’ shortly. 
The work of the Fund has decreased only slightly since B . th 
last year. The amount of money distributed does, however, ecause of heavy pressure On our space, correspondents are fe 
show a considerable increase on last year because there was asked to keep their letters short. ca 
an alteration in the dates of paying two of the grants, which 
therefore were not included in the accounts for the year Integrating the Profession be 
ended August 31, 1957. Much help, co-operation, and Sir,—In giving evidence before the Royal Commission, pli 
advice has been received, as in past years, from the Royal Dr. J. T. Baldwin stated (Supplement, December 27, 1958, is 
Medical Foundation of Epsom College and the Royal p. 265) that there was no theoretical reason why a general rel 
Medical Benevolent Fund. The Committee records its practitioner should not undertake an appointment in otl 
gratitude to these bodies, and to Messrs. Price Waterhouse hospital and still act as general practitioner. There are, co 
& Co. for the continued assistance they have given as however, very few appointments held by general practitioners a 
honorary auditors. which enable them to find an outlet for precise skill or 19 
The audited statement of accounts for the year ended special knowledge. From the start of the Health Service wi 
August 31, 1958, is appended in this report. any work requiring particular skill or experience was m\ 
withdrawn from the hands of the general practitioner. In | 
H. M. Gotpina, order to make a living he had, in any case, to avoid wh 
Chairman. any activity which consumed time. on 
The abyss which divides the consultant from the genera! he 
STATEMENT OF ACCOUNT—AUGUST 31, 1958 practitioner will remain until the consultants have confidence sca 
again to accept the general practitioner as a colleague. At of 
Accumulated Transactions Accumulated present, it seems that the consultant cannot bear the idea of wa 
having a6 assistant any doctor who is not entirely under 
1957 1958 195 his rule and direction, which is what “ whole-time resident’ Dr 
am invariably implies. Perhaps it would be a good idea to 
Interest on investments 7,599 16 10 75 0 0 7,6741610 abolish all junior hospital temporary appointments as the, hes 
ee £92.43 1 9 £75 0 0 £92,318 1 9 €XiSt at present, except for pre-registration posts. Instead. ond 
assistance would be given to consultants by general abl 


practitioners, on duty on rota, and appointed permanently he 


Expenditure : 
Loans, less on clinical assistants, perhaps on an honorary basis. General po 
we practitioners would gain status and an outlet for their 
special interests. Consultants would acquire a current dis 
Administration expenses 2997 $ 6 "25 0 0 3022 5 6 knowledge of the existence of their general practitioner " 
Losses on realization of in- colleagues. Patients in hospital would see their “own po 
— —— STI doctors swimming about competently in hospital water, as 
Total Expenditure 88,039 7 2 1,410 5 6 89,449 12 8 the man sometimes also in a white coat, and not as alien sl 
Surplus (subject to depreciation beings in the hospital environment, as barely tolerate inf, 
in value of investments) : visitors. The clinical assistant could spend as much or as none 
ee little time over a certain minimum as he wished. The general 7 
income for the year ‘ (1,335 5S 6) practitioner wishing to become a consultant would spend Pale 
Balance at August 31, 1958 .. 2.868 9 | more time. The would-be specialist would no longer a 
£92,243 1 9 £75 0 © £92,318 | 9 dissipate his efforts flitting from one end of the country to ro 


another, but would leaven the quality of general practice in 


Notes: ares 

1. The surplus of £2,868 9s. Id. at August 31, 1958, was represented by: his own area. C onsultants would then tend to be men of the 

Investments at book value (market value  £ s. d. £ s. d. experience already with the wealth and breadth and dignity 
at August 31, 1958, £2,445) 2,991 11 3 ne . free 
Less: Bank Overdraht .. 123 2 2 of a local reputation. ne 
—————— £2,968 9 1 General practitioners know perfectly well that the ie 
qualities of thoughtfulness and consideration and humanity . 
are sought after and valued by their patients. The newly Br 


2. At August 31, 1958, gifts amounting to £648 had been approved for 


payment during the following year. 
H. M. Chairman, 
Medical War Relief Fund Committee. 


Report by the Honorary Auditors.—We have examined the above statement 
with the books and records of the fund and have found it to be in accordance 
therewith. We have nct obtained independent confirmation of the balances 
of loans outstanding amounting in total at August 31, 1958, to £2,508 15s. 6d. 


Price WaterHouse & Co., 


3, Frederick's Place, 
Chartered Accountants. 


Old Jewry, London, E.C.2. 
October 28, 1958. 


appointed consultant, often a young man, has such qualities 
to acquire along with many other matters of skill and 
technique: the process may be painfully apparent. After 
the serious loss of clinical experience caused by the removal! 
of general practitioners from the hospitals, perhaps the next 
most serious matter is the compulsory retirement of 
consultants at the age of 65. In at least one instance a 
retired consultant is employed as a permanent locum 
registrar. It would be more sensible to have in being a 
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system whereby a specialist could easily and gradually 
withdraw from active work in hospital and devote his time 
to general practice—I am, etc., 


London, W.10. NOEL JACKSON. 


Fee for Service 


Sir,—Dr. A. M. Goldthorpe performs a useful service 
(Supplement, December 6, 1958, p. 242) in continuing to 
keep the possibilities of a fee-for-service system of payment 
under review. Some day it must dawn on the profession 
that with all its admitted imperfections it is superior to any 
other method of payment, Dr. J. Mark Hodson (Supplement, 
December 20, p. 262) admits that, with a capitation fee, 
the remuneration per item of service may average a low 
figure (this is particularly so for practitioners with many 
old people registered with them and in certain areas of the 
country, such as South Wales), but he does not see that total 
remuneration would be raised by payment per item of 
service. One can only contrast the difference to-day between 
the position of the G.P. and the dentist, who is paid by 
fees related to those normally standard before the N.H.S. 
came in. 

The average man in the street who was a private patient 
before 1948 thinks his doctor is reasonably paid at 20s. 
plus per year, but if it is explained to him that his doctor 
is paid 3s. to 5s. per consultation he realizes that his doctor’s 
remuneration has remained static in nominal terms while 
others’ have risen. If negotiations had always been 
conducted on a fee-for-service basis there would have been 
a concrete baseline (normal fees in private practice in 
1948) from which to work, and there would not be the 
widespread dissatisfaction among the profession for the 
mysteriously abstract “ pool.” 

If Dr. Hodson considers the few services in the N.H.S. 
which are paid for on a fee-for-service basis—e.g., attendance 
on temporary residents, emergency visits, and anaesthetics— 
he will realize that these are paid for on at least a reasonable 
scale, which contrasts with the rewards for the routine care 
of registered patients. The seven-guinea confinement fee 
was fair in 1948, but it is generally admitted that this has 
been kept from rising by the ridiculous “ pool” system. 
Dr. T. H. Harrison (Supplement, December 20, 1958, p. 262) 
suggests that under a fee-for-service system few males would 
have a foreskin left. Personally I think that there is a 
sufficiently large number of honest G.P.s for parents to be 
able to draw their own conclusions, but his argument can 
be turned round and used for medically desirable ends. For 
example, one can answer Dr. Hodson, who thinks that a 
fee-for-service method of payment would make G.P.s too 
disease-conscious, by asking how many children would there 
be unprotected against diphtheria, whooping-cough, tetanus, 
smallpox, poliomyelitis, and tuberculosis if a fee were 
available for immunizations and vaccinations? It would 
also be interesting to know how many G.P.s would let the 
infant welfare and school clinics do their work for them 
under a fee-for-service system. 

To those G.P.s who have such a poor opinion of their 
own profession as to feel that a fee-for-service system would 
lead to widespread abuse, I would make two points. First, 
the quoted’ figure of 4.4 as the average annual number of 
items of service in New Zealand does not suggest that 
there is much abuse there, and, secondly, if patients had 
free prescriptions, but paid a shilling per item of service 
instead, only the most unscrupulous doctors would over- 
attend their patients at the latter’s expense.—I am, etc., 

Bristol, 4. Norman J. Cook. 

REFERENCE 
1 Med. Offr, 1957, 98, 364. 


Hospital Staffing 


SiR,—Since the inception of the National Health Service 
the resident staffing of hospitals has gradually become more 
and more unsatisfactory, and the position has now been 
reached when closure of hospitals or parts of hospitals is 
imminent. We are creaking to a standstill on account of 


administrative inertia at higher levels. Hospitals in industrial 
towns are largely staffed from abroad, chiefly by Indians. 
Without their help many hospitals would have been closed 
down long ago. The whole position is quite unrealistic. 
Doctors are expected to work long hours of overtime for 
no reward, to suffer from shortage of sleep and fatigue, and 
to take the blame if things are neglected or go wrong. The 
position in the ancillary services is even worse. There is an 
extreme shortage of radiographers, with no likelihood of 
improvement in the near future, and doctors are expected to 
run the hospital with very sketchy radiological services. 
Pharmacists, physiotherapists, theatre technicians, staff 
nurses, and ward sisters are all in short supply. 

The simple answer to many of these problems is to pay 
them more, for they are grossly underpaid. The salaries 
of doctors and ancillaries have fallen far behind during 
the inflation of the last twenty years. Dare we mention 
differentials when a highly trained and skilled radiographer 
is paid less than a coal-miner or a steel-worker ? The other 
answer is to get some of the general practitioners back into 
the hospitals, to give them proper pay for their services, 
and to give them some security of tenure. 

Unless those in command of administration rouse them- 
selves and get busy, there are soon going to be departments 
of hospitals and perhaps whole hospitals closing down. 
Modern medicine and surgery cannot be done without 
resident staffs and without radiographers. The politicians 
have nationalized the hospitals and are now trying to get 
service on the cheap. The writing is on the wall, for I 
understand that there is now a shortage of medical students 
as well as ancillaries. It is now up to the politicians and 
higher administration to put matters right. A wait-and-see 
policy is not good enough.—I am, etc., 


Rotherham, Yorks. Eric COLDREY. 


H.M. Forces 


inted 


Major-General T. F. M. Woods, O.B.E., has been ap : 
enera 


Honorary Physician to the Queen, in succession to Maijor- 
F. J. O'Meara, C.B., Q H.P. 

Major W. H. D. Priest, R.A.M.C., retired, has been awarded 
the Army Emergency Reserve Decoration. 

A Supplement to the London Gazette has announced the 
following awards: 

First Clasp to the Territorial Efficiency Decoration and the 
Lar Efficiency Decoration.—Lieutenant-Colonel J. Macrae, 


ROYAL ARMY MEDICAL CORPS 
Lieutenant-Colonel W. G. Greene has retired on retired pay, 
and has been granted the honorary rank of Colonel (Reserve 
Liability). 
REGULAR ARMY RESERVE OF OFFICERS 
RoyaL ARMY MEDICAL Corps 


Major-General F. K. Escritt, C.B., O.B.E., having attained the 
pa limit of liability to recall, has ceased to belong to the Reserve 
fficers. 
Major P. Seelig has ceased to belong to the Reserve of Officers, 
and has been granted the honorary rank of Major. 


HER MAJESTY’S OVERSEAS CIVIL SERVICE 


The following appointments have been announced: M. U 
Henry, M.B., D.C.P., Pathologist wy “A,” Healtk 
Department, Trinidad ; E. Legon, M.D., D.P.H., Director ot 
Medical Services, Mauritius ; Cc. G. G. Mackay, MB., F.R.C.S., 
era Grade Medical Officer, Uganda ; R. H. Purnell, M.B., 
F.R.C.S.Ed., Senior Surgical Specialist, Sierra Leone; J. E. 
Stobbs, M. B., B.S., Senior Medical Officer (Admin.), Northern 
Nigeria; S. ’M. Studzienski, M.D., Senior Medical Officer 
(Cc inical), Nigeria; H. Y. Chan-Li, M.B., Ch.B., Medical Officer, 
Mauritius: R. Hutchison, M.B.. Ch.B., Medical Officer, Nigeria, 
Northern Region; J. Lambie. M.B., Ch.B., Medical Officer, Hong 
Kong; J C. McIntyre, M.B., Medical Officer,’ Sierra 
Leone; D. R. Richard, B M., FRCS. Orthopaedic Registrar, 
Nigeria, Northern Region; D. A. Wheelwright. B.M., B.Ch., 
Government Medical Officer, Bermuda ; Joyce Fung. M. B.. Ch. B., 
- V. Sagar, M.B., B.S., Medical Officers, British Guiana: 

J. Taylor, M B.. BS., and D. E. L. Temple, M.B., Ch.B., 
Medical Officers, Bahamas. 
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Association Notices 


THE BRACKENBURY PRIZE, 1960 


The Council of the British Medical Association is prepared 
to consider the award of the Brackenbury Prize in the year 
1960. The prize, of approximately £100 in value, will be 
awarded at the discretion of the Council for the best 
contribution on “ The Problem of the Ageing Population.” 
Any member of the British Medical Association is eligible 
to compete. 

The work submitted must include personal observations and 
experience. A high order of excellence will be required, and 
regard will be paid to literary form as well as to the practical 
importance of the contributions. No report or study that has 
previously been published in the medical press or elsewhere will 
be considered eligible for the prize. If any question arises in 
reference to the eligibility of a candidate or the admissibility of 
his entry, the decision of the Council shall be final. Should the 
Council of the Association decide that no entry submitted is of 
sufficient merit, the prize will not be awarded in 1960, but will 
be offered again in a succeeding year. Each entry, which must 
be typewritten or printed in the English language, should be 
unsigned, but accompanied by a note of the candidate’s name 
and address. It is suggested that reports should be of the order 
of 10,000 words. Preliminary notice of entry for this prize is 
required on a form of application to be obtained from the 
Secretary. Entries must be sent to the Secretary, British Medical 
Association, B.M.A. House, Tavistock Square, London, W.C.1I, 
not later than January 31, 1960. Inquiries relative to the prize 
should be addressed to the Secretary. 

D. P. STEVENSON, 
Secretary. 


Diary of Central Meetings 


JANUARY 


19 Mon S.H.M.O.s Group Executive Committee, 2 p.m. 

19 Mon Central Consultants and Specialists Committee 
(Scotland) (at Edinburgh), 2.15 p.m. 

20 Tues Committee on Drug Addiction, 3 p.m. 

20 Tues Scientific Exhibition Subcommittee, Arrangements 
Committee (Edinburgh, 1959) (at B.M.A, 
Scottish Office, 7, Drumsheugh Gardens, 
Edinburgh), 4 p.m. 

21 Wed Central Consultants and Specialists Executive 
Committee. 10.30 a.m. 

21 Wed Forensic Medicine Subcommittee, Private Practice 
Committee, 2.30 p.m. 

23. «Fri Infectious Diseases Subcommittee, Public Health 
Committee, 2 p.m. 

27 +Tues. Staff Side, Committee B, Medical Whitley 
Council, 10 a.m. 

27 Tucs Joint Consultants Committee, 11 a.m. 

27 ~Tues Staff and Management Sides, Committee B, 
Medical Whitley Council (at 14, Russell Square, 
W.C.). 2 p.m. 

29 Thurs. Psychological Medicine Group Committee, 


a.m. Psychological Medicine Group, 
10.30 a.m. (See also “ Coming Events” this 
week, p. 185.) 

29 Thurs. Arrangements Committee (Torquay, 1960), 2 p.m. 


30 Fri. Medical Members of Editorial Subcommittee, 
Joint Formulary Committee, 11 a.m. 
FEBRUARY 
3 Tues. Propaganda Subcommittee, Organization 
Committee, 11 a.m. 
3 Tues. Medical Students and Newly Qualified 


Practitioners Subcommittee, Organization 
Committee, 2 p.m. 
5 Thurs. Committee of Management, Annual Clinical 
Meeting, Norwich, 1959, 2.30 p.m. 
6 Fri. Joint Committee of B.M.A. and Magistrates’ 
Association, 2 p.m, 
Assistants and Young Practitioners Subcommittee, 
G.M.S. Committee, 2 p.m. 
Thurs. Central Consultants and Specialists Committee, 
10.30 am. 
13. Fri. Full Editorial Subcommittee, Joint Formulary 
Committee, 11 a.m. 
19 Thurs. G.M.S. Committee, 10.30 a.m. 


Branch and Division Meetings to be Held 


BIRMINGHAM Division.—At 36, Harborne Road, Birmingham 
Tuesday, January 20, 8.30 p.m., Professor C. H. Stuart-Harris: 
“Influenza and Chronic Bronchitis ” (illustrated). Discussion to 
be opened by Dr. K. W. Donald and Dr. G. W. Hearn. 

BOURNEMOUTH Dtviston.—At Board Room, Royal Victoria 
Hospital, Boscombe, Friday, January 23, 8 for 8.15 p.m., B.M.A. 
Lecture by Dr Francis Camps: “ Forensic Fables.” 

BRIGHTON AND Mip-Sussex Diviston.—At Dudley Hotel, Hove. 
Thursday, January 22, 8.30 p.m., combined meeting with Sussex 
Law Socieiy 

BristoL Division.—At Royal Fort Home, Bristol, Wednesday, 
January 21, 8.30 p.m., B.M.A. Lecture by Dr. A. F. Rogers: 
“ Trans-Antarctic Expedition.” 

CHELSEA AND FULHAM Division.—At St. Stephen’s Hospital 
Fulham Road, London, S.W., Tuesday, January 20, 8.30 p.m., 
B.M.A. Lecture by Dr. Maurice Shaw: “ Meaning of Medicine.” 
Members of Kensington and Hammersmith Division are invited. 

Duptey_ Division.—At Station Hotel, Dudley, Thursday, 
January 22. Annual dinner and dance. 

Furness Division.—At Duke of Edinburgh Hotel, Barrow, 
Friday, January 23, 8 p.m., B.M.A. Lecture by Dr. Morgan 
Jones: “ Early Diagnosis of Cardiac Insufficiency.” 

Dtvision.—At Glossop Social Club, Ellison Street, 
Glossop, Monday, January 19, 8.45 p.m., meeting. 

HatiFax Division.—At Board Room, Royal Halifax Infirmary, 
Wednesday, January 21, 8.30 p.m., symposium on Heart Failure, 
Papers by Drs. L. Glick, J. H. Follows, B. T. Mann, W. P. 
Sweetnam. and H. B. Porteous. A discussion will follow. 

Hype Diviston.—At Pack Horse Inn, Mottram, Wednesday, 
January 21, 8.45 p.m., lecture by Dr. H. W. Ashworth: 
* To-morrow is Ours.” 

KENSINGTON AND HAMMERSMITH Diviston.—At St. Charles’ 
Hospital, W., Thursday, January 22, 8.30 p.m., Chairman’s 
Address by Dr. H. S. Pasmore: ‘* Famous and Infamous Events 
in the History of Kensington.” Guests are invited. 

Mip-GLaMorGan Division.—At Seabrook Hotel, Porthcawl, 
Friday, January 23, annual dinner and dance. 

NortH MIppDLesex Division.—At Committee Room, North 
Middlesex Hospital, Silver Street, Edmonton, N., Tuesday, 
January 20, 8.45 p.m., Dr. E. B. Strauss: “ Depressive States, 
Their Recognition and Treatment.”’ 

NORTHAMPTONSHIRE BRANCH.—At Northampton General 
Hospital, Sunday, January 18, 8 p.m., B.M.A. Lecture by Dr. 
P. H, Addison: “ Hazards of Medical Practice.” 

OLpHAM Division.—At Oldham Hotel, Rhodes Bank, Monday, 
January 19, 9 p.m., Mr. John Charniey: “* Backache.” 

ReapinG Diviston.—At_ Library, Royal Berkshire Hospital, 
Reading, Friday, January 23, 8.30 p.m., Professor Charles Rob: 
“* Advances in Arterial Surgery as They Affect General Medicine ” 
(illustrated). 

RicHMOND Diviston.—At Watney’s Brewery (Reception Room), 
Mortlake Green, Friday, January 23, 9 p.m., B.M.A. Lecture by 
Mr. A. Lawrence Abel: “* Recent Advances in the Diagnosis and 
Treatment of Malignant Disease” (illustrated by lantern slides 
and a coloured sound film). 

SoutH-west *Essex Drvision.—At Wanstead Hospital, 
Wednesday, January 21, 8.30 p.m., (1) special meeting; (2) 
Professor L. P. Garrod: ‘“ Recent Developments in Antibiotic 
Therapy ” (illustrated). Followed by questions and answers. 

WanvsworTH Division.—At Stork Club, Streatham Hill, S.W., 
Thursday, January 22, 9 p.m., clinical film show: ‘“ Ocular 
Inflammation and “ Hypertension.” 

Drviston.—At Lewis's Restaurant, Wallgate, Wigan, 
Thursday, January 22, 8.15 p.m., Dr. E. N. Chamberlain: 
Hypertension.” 

Woo.twicu Division.—At Board Room, Woolwich Memorial 
Hospital, Shooters Hill, S £., Tuesday, January 20, 2.30 p.m. 
seminar, in conjunction with Paediatric Department of Woolwich 
Group. Discussion: ‘“ The St. Mary's Hospital Home Care 
Scheme for Sick Children.” To be opened by Dr. Reginald 
Lightwood. Members of Dartford, Lewisham, and Greenwich 
and Deptford Divisions are invited. 


Meetings of Branches and Divisions 
Dunpee BRANCH 
The annual B.M.A. lecture was given by Professor D. M. 
Dunlop on October 31 at Queen's College. The St. Andrews 
University Medical Society were guests of the Branch, and 130 
attended the lecture, which was illustrated by lantern slides. 


Hype Drvision 


The following officers have been elected: 
Chairman.—Dr. W. S. Brindle. 

Vice-chairman.—Dr. E. D. Edmondson. 

Honorary Secretary and Treasurer —Dr. A. Ketchin. 


MIDLAND BRANCH 
Nearly 300 members and guests attended a dinner in the Grand 
Hotel, Birmingham, on November 8. Lord Cohen of Birken- 
head spoke on “ Old English Silver and Its Medical Interests 
and illustrated his talk with lantern slides. 
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